For most patients, low back pain (LBP) is a benign and self-limiting condition. 4, 18 However, for many years there has been a marked increase in low back disability. 1 Although occupational low back pain may be decreasing in the United States, 12 the condition still is a major source of disability. 4 There seems to be consensus that LBP is multicausal, particularly chronic LBP. 6, 10, 19 Psychosocial factors, including insurance benefits, have been shown to be more important than biomechanical workload in the prognosis for both acute and chronic LBP. 13 Treatment programs and management strategies have changed to a more multidisciplinary approach, which may be the most cost-effective treatment for chronic LBP. 5 However, complex and multidisciplinary treatment programs, lasting for weeks, may not be the right treatment for many patients.
In a recent Norwegian randomized controlled clinical study, 7 a 4-week outpatient multimodal cognitive behavioral treatment program had no significant effect on sick leave at 12-month follow-up assessment, but significant improvement was observed in subjective health parameters. The patients with LBP had been sick-listed between 8 weeks and 6 months, and the treatment had included physical treatment, cognitive behavioral modification, education, and workplace-based intervention.
In contrast, a much shorter, restricted, and simple outpatient treatment approach with similar patients showed significant effect on sick leave, lasting several years, in a large controlled study. 8, 9 The patients in the treatment group were encouraged to mobilize their back by light activity. Great emphasis was placed on the effort to remove fear about LBP and to avoid focusing on sickness behavior.
In view of the high social costs resulting from long sick leave for LBP and the absence of proof that expensive programs are more effective 15 than simple intervention using a light mobilization program, 8, 9 the current study was designed to determine the effect of a similar approach for patients with subacute LBP in an outpatient spine clinic model.
Methods
In collaboration with 22 national insurance offices (NIO) in a Norwegian county (Hedmark), sickness certificates from patients sick-listed more than 8 weeks for LBP were evaluated to determine inclusion of patients in the study. In Norway the NIOs receive a special continuation certificate (sickness certificate II) issued by the general practitioner (GP) when a patient has been sick-listed 8 weeks or longer. Patients with a sickness certificate II for LBP were evaluated for inclusion.
The inclusion criteria required an age of 18 to 60 years and a sick leave of 8 to 12 weeks because of an International Classification of Primary Care diagnosis: L02 (back pain), L03 (low back pain), L14 (leg and thigh pain), L84 (back pain without sciatica), and L86 (sciatica). Exclusion criteria disallowed pregnancy, recent low back trauma, cauda equina symptoms, cancer, osteoporosis, rheumatic low back disease, ongoing low back treatment by another specialist, and patients already included in the study.
Patients accepted into the study were randomized to intervention and control groups according to a list prepared in advance by the Department of Biologic and Medical Psychology, University of Bergen. The randomization list was generated using a table of random numbers, and the randomization results were kept in sealed envelopes, one for each patient. To ensure equal treatment numbers, blocks of 20 patients were used to produce the list. 14 The clinician was not aware of the block size, and therefore could not predict the group assignments. The secretaries performing this work were independent persons responsible for patient registration only, and thus were not involved in the treatment of the patients. All the envelopes were numbered consecutively to avoid rearrangement of the order. The patients in the control group were invited to their local insurance office to answer the same questionnaires completed by patients in the intervention group. The intervention group was invited to the spine clinic.
In all, 510 patients were invited to participate in the study: 254 randomized to the intervention group and 256 to the control group. In the control group, 220 patients (86%) agreed to participate in the study, and in the intervention group 237 patients (93%) volunteered. All the patients were informed about the study according to the Declaration of Helsinki, and informed consent was obtained.
The intervention used in this study was a modification of Indahl's light mobilization program. 9 At the spine clinic, the patients signed the consent form, answered standard questionnaires, and then were interviewed and examined by a treatment team consisting of a physician (specialist in physical medicine and rehabilitation) and a physiotherapist. Special attention was given to the descriptions of daily activities, restrictions caused by LBP, and psychosocial conditions at home and at work. Any somatic findings during the examination were explained to the patient, and information was given about their importance.
Radiographs were shown and explained. The patients were informed that looking for the source of pain on radiographs has limited importance, and that degenerative changes in the spine most often are a normal aging process and not necessarily painful. Unless symptoms and clinical findings indicated some serious spinal disease, the reports of problems were dedramatized.
The patients were informed about the good prognosis and the importance of remaining active to avoid development of muscle dysfunction. They were encouraged to take daily walks. All the patients were advised and instructed individually by the physiotherapist on how to train and stretch at home. They received advice on how to manage the back pain and how to resume normal activities.
The visit at the spine clinic lasted 2 1 ⁄2 to 3 hours: 1 ⁄2 hour to sign the consent form and answer questionnaires, 1 hour with the physician, and 1 to 1 1 ⁄2 hour with the physiotherapist. According to the protocol, all the patients visited the spine clinic once. However, the patients were encouraged to contact the spine clinic whenever they wished. Reports from the examination were sent to the patients' primary care physician and to the national insurance office, along with diagnoses and recommendations concerning the need for further diagnostic tests, treatment, job, and further sick leave.
Patients in the control group were not examined at the spine clinic, but treated with primary health care. They had at least one visit to a general practitioner because is required to obtain sick leave. In this study the kind of treatments or the number of visits the patients made for primary health care was not registered.
During the first year after inclusion, six patients in the control group were given appointments for examination at the spine clinic because of pressure from their primary care physician. These patients remained in the control group.
Sick leave data (total length of leave, frequency of sick leave periods) were collected from all individuals in both groups 6 and 12 months after the initial sick leave. The mandatory social insurance system in Norway offers full (100%) sickness compensation for a maximum of 1 year. After that, patients still requiring support are offered a vocational rehabilitation program, or they may apply for a disability pension. The patients in the intervention and control groups answered the same standard questionnaires 3, 6, and 12 months after sick leave. Because this was part of a larger multicenter investigation, the results from the questionnaires will not be divulged in this article.
Statistics.
Relative risk (RR) and 95% confidence interval (95% CI) were used to determine the effect of intervention and control on return to work. The main outcome was 100% return to work (full-duty work). Relative risk was calculated at three different times; 3 months, 6 months, and 12 months after the sickness compensation date used for inclusion in the study. Simple analysis of variance (ANOVA) with SPSS 7.5.1 for Windows was used to test the difference between the intervention group and the control group in the number of days of sickness compensation (full-time and part-time). In the ANOVA analysis, the number of days on disability pension and rehabilitation programs were calculated as sickness compensation. Descriptive statistics are reported with standard deviation when RR or other statistical comparisons are involved, and 95% CI are reported to facilitate comparisons. 
Results
The study included 457 patients: 238 men (52%) and 219 women (48%). The mean age of the participants at entry was 40.9 Ϯ 10 years. The intervention group consisted of 237 patients, 123 men and 114 women, with mean age of 40.8 Ϯ 10.1 years. The control group consisted of 220 patients, 115 men and 105 women, with mean age of 41.1 Ϯ 9.8 years. There were no significant differences between the two groups on other baseline characteristics such as civil status, education, job security, previous lifetime sick leave for LBP (Table 1) , or diagnoses given from the primary care physician on sickness certificate II (Table 2) . Of the 237 patients in the intervention group, 58 patients (24.5%) contacted the spine clinic for one or more follow-up evaluations by the physiotherapist, and 13 patients (5.5%) were referred to other specialists (10 patients to an orthopedic surgeon, 2 patients to a rheumatologist, and 1 patient to a neurologist).
At the 3-month follow-up assessment, 51.9% of the patients in the intervention group had returned to fullduty work, as compared with 35.9% in the control group (RR ϭ 1.45; 95% CI ϭ 1.17 to 1.79). At the 6-month follow-up assessment, 61.2% of the patients in the intervention group had returned to full-duty work, as compared with 45% in the control group (RR ϭ 1.36; 95% CI ϭ 1.14 to 1.62). At the 12-month follow-up assessment, 68.4% of the patients in the intervention group had returned to full-duty work, as compared with 56.4% in the control group (RR ϭ 1.21; 95% CI ϭ 1.05 to 1.40). There were no apparent gender differences (Table 3), and no significant differences between the groups in the number of patients attending a rehabilitation program (see Table 4 ). At 12 months, 14 patients in each group were on disability pension.
The patients in the intervention group had fewer days of sickness compensation (mean ϭ 95.5; 95% CI ϭ 82.2 to 108.8) than the patients in the control group (mean ϭ 133.7; 95% CI ϭ 118.9 to 148.5; F [1, 455] ϭ 14.31; P ϭ 0.0002). The men in the intervention group had significantly fewer days of sickness compensation (mean ϭ 91.1; 95% CI ϭ 73.1 to 109) than the men in the control group (mean ϭ 138; 95% CI ϭ 117.3 to 158.7; F [1, 236] ϭ 11.60; P ϭ 0.001). The women in the intervention group had slightly, but not significantly, fewer days of sickness compensation (mean ϭ 100.3; 95% CI ϭ 80.2 to 120.4) than the women in the control group (mean ϭ 128.9; 95% CI ϭ 107.4 to 150.5; F [1, 217 ] ϭ 3.73; P ϭ 0.055). Some of the patients in both groups had been granted part-time sickness compensation as follows: intervention group (mean ϭ 36.1 days; 95% CI ϭ 28 to 44.2), control group (mean ϭ 32.7 days; 95% CI ϭ 24.4 to 41). On this parameter there was no significant difference between the groups (F[1,455] ϭ 0.331; P ϭ 0.565).
Discussion
As compared with results from treatment offered by conventional primary health care, patients with subacute LBP return to work sooner if they are referred to a spine clinic offering consultation with examination, information, reassurance, and encouragement to engage in physical activity as normally as possible. It cannot be determined from the data whether all the components of the intervention are necessary, but we believe that the whole integrated "package" is important. The advice is given by experts; the examination is thorough; and the team at the clinic is enthusiastic and optimistic about treatment results. The comfort (placebo) and fear-reducing effects of being taken seriously by an enthusiastic treatment team should not be underestimated, and seem to facilitate resumption of normal activities. Also, it is possible that some of the slower progress in the control group may be caused by the disappointment of not being included in the treatment group.
It was not possible to keep a systematic record of the treatment given to the control group by their GPs. However, it seems that the general GP approach to treatment of LBP is still cautious. General practitioners still tend to recommend bed rest, caution, and reduced activity. 17 This caution is probably related to outmoded assumptions of purely physical and injury-related factors for LBP. 3 The current findings support the alternative position that patients seem to benefit from maintaining activity as normally as possible, as compared with inactivity and bed rest. 2, 4, 11 According to a study by Turner et al, 16 patients making primary care visits for back pain seem to have two important goals for their visit: to receive information on how to manage the back pain, and to receive advice on how to resume normal activities. In that study, most patients reported that they did not receive this information. 16 The patients were not recommended to return to normal activity, and not instructed to engage in regular walking for exercise. 16 Patients who had discussed with their GPs how they could return to normal activities as soon as possible were more likely then the others to improve. 16 We suggest that information and fear reduction also should be offered systematically and consistently by the GP. The attempt to reduce the fear of "doing something wrong" to the back may be even more important. This may prevent unnecessary inactivity and long sick leave. Currently, GP practice may reinforce what we believe to be an erroneous attitude concerning causality and treatment: adhering to the "back pain myths." 4 Therefore, changing this practice requires a change in the attitudes and beliefs of the general population concerning causality and treatment of LBP. This may be difficult to achieve.
Key Points
• A randomized controlled clinical study was performed.
• Early intervention with examination, information, and recommendations to remain active was used.
• This approach had a significant effect in reducing sick leave for patients with low back pain.
